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ATTACHMENT 4
Sample Prior Authorization Request Form (PA/RF)

for spell of illness requests

 XXX     XXX-XXXXMM/DD/YY

MM/DD/YY MM/DD/YY

1234567890

Recipient, Im A.
609 Willow St
Anytown, WI 55555

MM/DD/YY

X
12345678

1234567

434.1 — cerebral embolism

92526 3 1 dysphagia therapy

Speech Therapist
1 W Williams
Anytown, WI 55555

116

92507 3 1 speech therapy

I.M. Author ized


